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EXECUTIVE SUMMARY

Major immigration policy changes since 1986 have facilitated a dramatic increase in
the diversity of New Zealand’s population, particularly in the greater Auckland and
Wellington urban areas. A limited number of studies have identified health service
difficulties experienced by some of these recent immigrants, as well as health
professionals, in the process of adjustment and settlement.

The present study was conducted to identify the impacts and associated implications
of the changing immigrant population with respect to the delivery of primary health
care services. More specifically, the aims of the study were:
e To describe the impact(s) of the immigrant population, increasing in size and
diversity, on primary health services.
e To describe patterns of primary health care service use and demand associated
with immigrant patients.
e To identify the language and cultural limitations or difficulties experienced by
primary health care services providing care to immigrant patients.
o To identify the resources currently available and needed to effectively provide
care for immigrant patients, and the implications for both the training and
continuing education of health care professionals.

A mail questionnaire was sent in July 2002 to all general practices and emergency
services (public and private) in the greater Auckland and Wellington urban areas
and distributed to Plunket services in the same two areas through the Society’s
distribution system. Of the 411 questionnaires mailed out or distributed, 205 were
completed, yielding a response rate of almost 50 percent.

Results

The respondents were well aware of the presence of recent immigrants among their
patients:

e 65 percent perceived “many” and a further 23 percent “several” immigrants
among their service patients.

e 63 percent or more perceived such patients among their service users “once or
more a week”, this level of contact being more prevalent within the greater
Auckland urban area than in Wellington (reflecting the distribution and
concentration of recent immigrants) and for emergency medical and general
practice services (at or above 70 percent) than for Plunket services (50 percent).



A topic of concern in media reports and anecdotal evidence is that immigrants over-
use public hospital emergency departments. This survey provided some support for
this concern:

e 65 percent of emergency medical service respondents believed that immigrant
patients over-use their health service, compared with approximately 10
percent of both general practice and Plunket respondents in relation to their
own services.

The pattern of immigration since the early 1990s and the associated challenges,
demands and difficulties faced by health services appears to have led the majority of
respondents to anticipate pressure from increased immigration:

e 55 percent believed that increased immigration would put “considerable
pressure” on their type of service, but felt they “[would] manage with
support”. An additional 10 percent, however, indicated the effect would be
one of “enormous pressure, we can't cope”. Plunket respondents were clear
leaders in anticipating “considerable” or “enormous” pressure followed by
those in emergency services.

The most common countries/regions of origin of recent immigrant patients specified
by respondents for their services echoed the diversity arising from changes in
immigration policy:

e 48 percent identified Asian countries/regions, 21 percent traditional origins
(the United Kingdom, Australia etc.), 18 percent Pacific origins, and the
remaining 13 percent a number of other places in Africa, South America and
the Middle East.

These origins varied somewhat by urban area and the type of service involved:

e as expected, immigrants from Pacific origins were clearly predominant in the
greater Auckland urban area, while recent immigrants from Asia were more
prominent among those perceived in the greater Wellington urban area.

e 52 percent of Plunket respondents identified Pacific Islanders as their most
commonly seen immigrant patients, while Asians were the most common
patients identified by 53 percent of emergency service respondents (especially
for private services) along with a high representation for immigrants from the
Middle East and Africa (for public services).

These service variations can probably be attributed to factors such as fertility rates
(for Pacific migrants using Plunket services) and pre-migration norms and patterns
of primary health service access (for Asians and others using emergency services).

The respondents were split on whether immigrants differed from other patients:

e 58 percent felt that the statement “Immigrant patients are no different from
any other patient” was “mostly” or “definitely” false, but 42 percent thought it
was “definitely” or “mostly” true. This perception was associated to some
degree with the frequency with which immigrant patients were seen; the more

vi



frequent the contact with immigrants, the greater the percentage who believed
that they were “mostly” or “definitely” different from other patients.

Possible reasons for accepting or rejecting the notion of ‘difference’” were initially
unclear. In relation to perceptions of the attitudes, expectations and behaviour of
immigrants with regard to aspects of the health system, it was found (among those
respondents who had formed an opinion) that:

o the majority saw immigrants as similar to “other patients” in (a) not expecting
admission to hospital, and (b) not being less likely to accept a practitioner’s
reassurances, to expect a prescription or the use of high-tech interventions.

e the majority did not think that immigrant patients were “higher users of
preventive care”, “frustrated that they [could not] go directly to a specialist”
or given to complaining “about the cost of primary health care”.

On the other hand:

e opinion was divided regarding immigrant “frustration at waiting lists”; and

e a substantial minority (27-33 percent) saw immigrants as being dissatisfied
with practitioner reassurances, the cost of health care and the procedure of
referral for specialist services.

An important feature of respondent perceptions here was the percentage answering
“Don’t know”. Perhaps reflecting an inability or reluctance to offer an opinion
outside their field of practice or experience, it also seems to indicate a lack of
awareness or knowledge concerning the outlook and/or expectations of immigrant
patients — a factor that may contribute to a sense of ‘difference’. However, more
specific reasons for a perception of ‘difference’ emerged with respect to the
difficulties posed by language, communication and culture.

Whether or not immigrant patients were perceived to be different, respondents
acknowledged that working with them was interesting but could also be frustrating:
e 96 percent agreed (45 percent “definitely true”, 51 percent “mostly true”) with
the statement “I find working with immigrant patients interesting”; and
e 27 percent found “working with immigrant patients frustrating” (5 percent
“definitely true”, 22 percent “mostly true”)

The main difficulties experienced in work with immigrants are relatively well known
among health service providers and were confirmed by the respondents:

e 92 percent rejected a view that “Less time is needed with immigrant patients
than with other patients” (69 percent “definitely false”, 23 percent “mostly
false”). The strength of this rejection varied according to primary health
service type, and the prevalence of immigrants among a service’s patients (the
greater the prevalence of immigrants, the more likely were respondents to
believe that the statement was “definitely false”);

e the majority agreed (i.e. “mostly/definitely true”) that: for “at least once a
month” communication with patients who were non-English speakers or
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whose English was limited was “time consuming” (78 percent) and “stressful
or frustrating” (58 percent);

the majority also agreed that, for “at least once a month”, there were
“instances” with immigrants where they: believed that a patient had “not
followed instructions because of communication problems” (62 percent); were
uncertain that a patient had understood what was said (74 percent); and
where they themselves were “unable to understand what the... patient was
saying” (64 percent). In some cases this agreement varied in relation to
different factors such as the prevalence of immigrant patients and the types of
primary health services.

Finally, pointing to their recognition of difficulties arising from cultural
differences, most respondents agreed that immigrants: “express their concerns
and symptoms differently” (70 percent); and “express their pain differently”
(51 percent). The percentage either disagreeing or replying “Don’t know” to
each statement (30 and 49 percent, respectively), however, should be treated
as a matter of concern.

Referring to professionals in their own service and the adequacy of professional
preparation for work with patients (a) speaking languages other than English or with
limited English, and (b) whose cultures are different, the majority of the respondents:

rejected the absence of a problem (81 percent in each case);

acknowledged the need for continuing education (69 and 71 percent,
respectively);

rejected statements claiming that the employer provided opportunities to
develop or improve skills (76 and 68 percent, respectively); and

rejected statements claiming that the subject in question was taught or
included in professional education (61 and 52 percent, respectively).

The majority of the respondents were dissatisfied with the resources available for
work with immigrants. In response to the statement “Health services like this one are
not adequately resourced to meet the demands of immigrant patients”:

61 percent believed it to be “definitely” or “mostly” true, the percentage being
higher among Plunket respondents (71 percent) than those in other services.

Given the language and communication difficulties experienced, resources in this
area could be expected to be a point of concern. It was found that:

although 81 percent of the respondents reported the provision of written
information/pamphlets in languages other than English, such material was not
provided by a substantial percentage of services with a higher prevalence of
immigrants (i.e. “several” or “many”) among their patients;

although 66 percent of respondents reported the use of interpreter services (10
percent indicated the need had not arisen), the types most commonly
employed were patient-arranged interpreters (70.4 percent) and a health
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service staff member (57.6 percent). The use of either a professional interpreter
or a telephone service was limited (16.7 and 9.1 percent, respectively).

Two points should be noted with regard to these findings. First, gaps in the provision
of written material were explained in part by the unavailability or limited availability
of publications in the languages required. Second, the heavy reliance on non-
professional interpreting services was strongly attributed to the cost involved. In fact,
only 15 (11.4 percent) of the 132 health care services using some form of interpreter
service paid for the service as a budget line item.

Immigrant staff (because of their ability — real or assumed - to directly provide
and/or interpret for members of their own ethnic group and to educate or train other
service staff) are clearly an important health service resource. It was found that:

e most respondents (55.5 percent) reported having business partners or other
staff who were recent immigrants, the percentage varying by service type;

e most immigrant staff were employed as nurses (40 percent) and doctors (24
percent), with the remainder (36 percent) in either non-traditional health roles
or administration;

e 77 percent of respondents in services with immigrant staff reported that they
were used for communication with non-English speaking patients, the
percentage being higher for Plunket (88 percent) than for other services.

Although supporting their employment, some respondents were concerned that
immigrant staff could be exposed to excessive demands and pressures as their
linguistic and/or cultural skills were exploited by service personnel and members of
their own ethnic groups.

Recommendations

The following aspects are in need of attention or consideration by the stakeholders
concerned.

For health and immigration services

. Increased funding to allow for the greater time, professional interpreter
services and printed information/pamphlets that are needed by primary
health services in order to work more effectively with immigrant patients.

. Alignment of the services available to immigrant patients with the rights set
out in the Code of Health and Disability Services Consumers” Rights.
. Further research to determine why immigrants appear to make more use of

emergency medical services (including the costs of other primary health
services in relation to incomes) in order to reduce the pressure on emergency
services.
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For health professionals

° Increased attention to cross-cultural health care, communication and cultural
competence topics (i.e. beyond established provisions for Maori and Pacific
peoples) in all basic and continuing educational programmes for health
professionals to reflect the increasing diversity of New Zealand’s population.

For language and ethnic communities

. Further research on and monitoring of the difficulties that immigrant patients
experience in using health services, to enable problem areas to be identified
and addressed.
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INTRODUCTION

In 1986, the Minister of Immigration presented a new immigration policy that
featured several significant changes, including the abolition of national origin as a
factor of selection. Rather than select immigrants by country of birth or citizenship
(with a traditional bias toward the United Kingdom, Ireland and other countries in
north-west Europe) they were now to be assessed on criteria that evaluated the
prospective migrant’s “personal qualities, skills, qualifications, potential contribution
[to New Zealand] and capacity to settle well” (Trlin, 1992: 4). Further policy changes
were introduced in the 1990s to encourage the immigration of skilled workers,
professionals and business migrants. The ‘points system’, introduced in 1991 and
amended in 1995, focused upon the recruitment of human capital for New Zealand’s
economic development in the context of a competitive global economy and favoured
younger applicants (20-40 years of age) with tertiary educational qualifications, work
experience and funds for settlement and/or investment (see Trlin, 1997). Together
with the earlier removal of national origin, the new criteria facilitated a dramatic
increase in the diversity of New Zealand’s population as large numbers of
immigrants from Asia (notably the growing urban middle classes of Taiwan, South
Korea, Malaysia, Singapore, India, Hong Kong and mainland China) exercised their
eligibility for residence along with a strong flow from South Africa and continuing
arrivals from more traditional sources. During the 1990s, New Zealand also
continued to be a favoured destination for South Pacific migrants and maintained its
humanitarian role in the resettlement of refugees, among them being those from
Somalia, Bosnia and Kosovo.

Rapid changes in the size and composition of a population because of international
migration invariably produce stresses and strains at the interface between clients and
various public and private services. Responding to these pressures in New Zealand,
professionals engaged in fields such as psychology (Curreen, 1997; Gherardi and
Tanoi, 1997; Aye and Guerin, 2001), counselling (Wilson and Everts, 1995), education
(Whyte, 1995; Hill and Hawk, 1998; Penton et al., 2000; Hall and Bishop, 2001) and
social work (Briggs, 2001; Selvaraj, 2001) have begun to consider and adjust aspects
of their professional practice in relation to the realities and demands of cultural
diversity. The health services are not an exception. In response to reported problems
and observations, a growing number of New Zealand studies have identified
recurring difficulties experienced by immigrant patients, especially but not
exclusively people from the Pacific (e.g. Ma'ia’i, 1994; Tamasese et al., 1997; Loto-
Su’a, 1996; Young, 1997; Davis et al., 1997) and refugees (e.g. North, 1995; Ministry of
Health, 2001). Influenced perhaps by what Bhopal (2006: 58) perceives as a “human
tendency to be interested in difference and the scientific approach to difference as the
starting point for research”, the great majority of the studies conducted by health



researchers during the 1990s (see Trlin and Barnard, 1997; Trlin, 2005) generally
focused more upon the needs and difficulties of the new settlers (e.g. Abbott et al.,
2000; Young, 1997) rather than the health professionals and the services in which
they are engaged. The present study was therefore conducted to identify the impact
that the immigrant population, increasing in size and diversity, is having on the
delivery of primary health care services in New Zealand, and to highlight the
implications for resourcing effective service delivery and the training and continuing
development of health professionals with respect to cross-cultural communication
and health care.

Immigration and Ethnic Diversity

Since the early 1980s the world has experienced international migration and refugee
movement on a scale not seen since post-Word War II. As noted above, New Zealand
has not been exempt from these movements with official statistics regularly
providing evidence of high levels of international migration. Throughout the 1990s
and the beginning of the new millennium fluctuations have been experienced in
external migration, producing both gains and losses in net long-term migration (i.e.
involving people who intend to change their country of residence for 12 months or
more). Analysis of available official statistics suggests that while some variation has
occurred in the annual number of overseas-born arrivals in response to immigration
policy changes and the 1997 Asian economic crisis (see Ho and Bedford, 1998) a key
factor in the pattern of gains and losses has been changes in the movement of New
Zealand citizens (see Bedford and Lidgard, 1997; Bedford et al., 2005).

As one outcome of these changes in international migration, New Zealand’s
population has become increasingly diverse. In 2001 almost 19 percent of all New
Zealand residents were overseas-born. The dominant ethnic origin group was still
‘European’ (74 percent of the population), followed by Maori (14 percent), Asian (6
percent) and Pacific peoples (6 percent). Though still very much a minority, New
Zealand’s Asian population increased by 36.8 percent during the intercensual period
1996-2001 due to both immigration and natural increase (Statistics New Zealand,
2003). That said, it is important to remember that the United Kingdom and Ireland
continue to be a major source of immigrants, accounting for 32.2 percent of New
Zealand’s overseas-born in 2001, while immigrants from the Pacific (16.9 percent)
and Australia (8 percent) together accounted for another quarter of the overseas-born
(Statistics New Zealand, 2003).

The Auckland and Wellington Regions (predominantly consisting of the greater
Auckland and greater Wellington urban areas, respectively) are the dominant places
of settlement for new immigrants. Roughly half of New Zealand’s immigrant
population resides in the Auckland Region, along with 65 percent of the country’s
Asian population and about 66 percent of its Pacific Island peoples. Beyond



Auckland, the two largest concentrations of immigrants are in the Wellington and
Canterbury Regions, which account for 12.4 and almost 10 percent of the overseas-
born, respectively (Statistics New Zealand, 2003). Obviously the concentration of
immigrants from diverse origins in the Auckland and Wellington Regions places
heavy and in some respects unique demands upon the health infrastructure of these
two areas.

Recent Research: A Selective Review

As note above, although New Zealand research on aspects of immigration and health
has increased since the early 1990s, the focus of most researchers has tended to be on
the health needs of immigrants (particularly Asian and Pacific Island ethnic groups)
and refugees. Fortunately, in some instances attention has also been directed to the
views of health professionals. To provide some preliminary insights and background
for the present survey, key findings from four studies by Walker et al. (1998), Holt et
al. (2001), Ngai et al. (2001) and the Asian Public Health Project Team (2003) are
concisely reviewed below. All four studies have a common concern with regard to
the Asian immigrant/ethnic population, particularly in the Auckland region. It
should be noted that members of this population (which has grown rapidly with the
arrival of large numbers of well educated, skilled migrants, business migrants and
entrepreneurs) have often experienced social and economic difficulties in the process
of settlement (see, for example, Abbott et al., 2000; Aye and Guerin, 2001; Boyer,
1996; Henderson et al., 2001; Ho and Lidgard, 1997; Ip and Friesen, 2001; North et al.,
1999). The review concludes with a brief comment on the difficulties, health needs
and health service impact of refugees.

Holt et al. (2001) highlighted information and communication barriers to the use of
health care services. Interviews with non-English speaking immigrants (excluding
European and Pacific peoples) found a low level of knowledge of medical emergency
procedures, with 42 percent unsure of the correct method for seeking medical help.
This finding was consistent with an earlier finding (Walker et al., 1998) that only 49
percent of Asian immigrants had a high degree of confidence in dealing with
emergency medical situations. Interviews carried out with Asian immigrants in the
Auckland region also established that: about 80 percent had a regular GP, but
common reasons for not seeing a GP when sick included language barriers; and
about 20 percent used their traditional medicine (varying by region of origin), which
was also a major reason for not seeing a Western doctor (Walker et al., 1998). The
survey by Ngai et al. (2001) of Asian immigrants throughout the Waitakere and
North Shore urban areas of Auckland produced similar findings, but found that their
usage of GP services was comparable to that of the general population.



The immigrant populations studied by Walker et al. (1998), The Asian Public Health
Project Team (2003) and Holt et al. (2001) identified the need for more affordable
health services and fewer delays as areas where the health system needed to be
improved. These were concerns the immigrants shared with the general population.
In addition, respondents identified the need for more interpreter services and doctors
from a wider range of backgrounds in order to make services more accessible. Over
half of the immigrants surveyed by Holt et al. (2001) reported that if they were
seriously ill they would have difficulty understanding the medical professionals’
speaking of English. A better understanding of immigrants’ cultures was also
deemed to be necessary, a point made by the Asian Public Health Project Team (2003:
68) as follows:

Different Asian ethnic groups have different values and beliefs. Traditional
medicine and practices are often lost and not acknowledged by Western medicine.
Further, the notion of culture extends beyond language difference and emphasises
differences in lifestyle and health care priorities.

The incorporation of health professionals’ views, predominantly those of GPs, was
evident in all four of the studies. Language was not only a barrier for immigrant
patients accessing health services, but for health professionals as well as they tried to
provide adequate services. According to Ngai et al. (2001), 96 percent of their
respondents cited language as a barrier to providing health services for Asian
patients. The latter were also identified by health professionals as having difficulty
understanding the health system and being unsure of procedures such as making an
appointment to see a GP.

To sum up, a number of recommendations have been made by health professionals
and Asian immigrants in order to improve health services and to better meet the
needs of Asians. These recommendations included (Walker et al., 1998; Holt et al.,
2001; Ngai et al., 2001):

e more doctors of different ethnicities;

e more community and hospital interpreters;

e more pamphlets in other languages, particularly on the New Zealand health

system; and
e more education surrounding preventative services.

Refugees, especially when compared with the well educated and skilled voluntary
migrants sought by New Zealand since the late 1980s, are known to have their own
distinct needs and difficulties. Having been exposed to often acute pre-migration
physical and emotional stress, they are typically more at risk with respect to mental
and physical ill-health as demonstrated in studies of Cambodian (Cheung, 1993;
North, 1995) and Bosnian (Madjar, 2000) refugees. Their post-migration resettlement



difficulties, including health needs and accessing appropriate health services, may be
exacerbated by a range of additional factors such as: language and literacy; pre-
migration experiences and expectations of health services; culturally embedded
beliefs, values and practices; and having to negotiate an unfamiliar — if not radically
different — health system (see North, 1996; Bihi, 1999; Kambaran, 2000; Bond, 2001).
Another factor that directly affects the impact of refugees upon health services,
especially in the mental health domain, should also be acknowledged. This factor,
noted in Sim’s (2001) study of refugee needs and how they are met in Manukau City
(south Auckland), concerns the selection criteria or resettlement priorities that a
country applies to its admission of refugees. While some countries have been known
to seek and admit the ‘least difficult’ cases, New Zealand has been willing to accept
the ‘more difficult’ cases such as “women-at-risk” (who have often experienced rape,
torture and severe losses), the aged and those without the support of other family
members.

Conclusion

Major changes in immigration policy have facilitated increased levels of immigration
from non-traditional countries of origin. These changes, coupled with a continuing
humanitarian commitment to refugee resettlement, have resulted in the rapid growth
of a culturally diverse population, particularly in the urban areas of the Auckland
and Wellington Regions. Demographic changes of this type invariably place
demands upon and test the capabilities of public and private services, including
health services. A growing body of New Zealand research has shown that the
difficulties experienced by immigrants and refugees in using health services arise
from a range of pre- and post-migration factors that are reflected in communication
barriers and their unfamiliarity with the nature and procedures of the health system.
Health professionals seeking to meet the needs of immigrant patients also grapple
with problems, most of which are encompassed by their lack of knowledge, skills
and support services for cross-cultural communication and health care.



METHODOLOGY

Building on previous research this study examines the perceived impact of
immigrants on primary health services in the greater Auckland and Wellington
urban areas. While previous studies have tended to highlight the perspectives of
general practitioners (GPs) alone, the present study also embraces the perspectives
and experiences of other primary health services and their health care providers (i.e.
Plunket Society nursing services for new mothers and their infants, and both public
and private emergency services).

The specific aims of the study were:

e to describe the impact(s) of the immigrant population, increasing in size and
diversity, on primary health services;

e to describe patterns of primary health care service use and demand associated
with immigrant patients.;

e to identify the language and cultural limitations or difficulties experienced by
primary health care services providing care to immigrant patients; and

¢ to identify the resources currently available and needed to effectively provide
care for immigrant patients, and the implications for the training and
continuing education of health care professionals.

Study Design

Ethical approval for this study was gained from the Massey University Human
Ethics Committee and the Plunket Society’s ethics committee. Informed participant
consent was gained via the Information Sheet with the participant completing and
returning the postal questionnaire (see Appendix 1).

The questionnaire was posted to primary health services in the greater Auckland and
Wellington urban areas, the location of the two largest concentrations of immigrants
in New Zealand. For the purposes of this study, ‘primary health services” were
defined for potential respondents as “first contact and primary level services,
including public hospital emergency services” (see Appendix 1). With the exception
of Plunket Society clinics, the mailing list of these primary health care services was
compiled using the 2002 White Pages telephone book. In the case of Plunket services,
the survey Information Sheet and questionnaire was distributed to branch clinics by
the Plunket Society.

The questionnaire was divided into five sections (see Appendix 2):
Section A: General information about your service
Section B: Language and communication



Section C: Cultural differences affecting expectations and demands

Section D: Support and assistance available

Section E: Optional comments

A number of factors influenced the design of the questionnaire, the most important
of which was the well known problem of low response rates for mail questionnaires,
particularly in the case of general practices which tend to be over-surveyed. It was
therefore necessary to develop a relatively short (20 minute) questionnaire that
would be immediately relevant to the intended recipients. Accordingly, the
questionnaire was structured with multiple-choice answers and a minimal number of
short answer questions addressing issues identified in the literature on service
delivery to immigrant populations. The final (optional) section of the questionnaire
provided respondents with an opportunity to discuss some specific health needs
affecting immigrant populations. No questions were included that would require
respondents to access patient records and databases (e.g. statistical information
regarding immigrant status, place of birth, etc.). Rather, the study focused on the
impact of patients who were perceived to be “recent immigrants”, and the nature of that
impact upon the service and health professionals concerned. Nor were respondents
asked to distinguish between or to consider separate categories of immigrants (e.g.
skilled or unskilled, and refugees) or their particular attributes such as English
language skills or prior exposure to Western medical systems. To sum up, quick and
easy completion of the questionnaire was the guiding rule of thumb applied.

The concept “recent immigrants” can be problematic when not verified and is open
to various interpretations. For example, while recent arrivals from Australia or the
United Kingdom may not be perceived as “recent immigrants”, some New Zealand-
born Asians or Pacific Islanders might well be, particularly if their preferred
language is not English. A key factor underlying such perceptions may be the role of
the media and/or politicians in “problematising’ certain physically or culturally
identifiable groups. This was certainly the case in New Zealand during the 1990s (see
Spoonley and Trlin, 2004). With this in mind, the term “recent immigrants” was
defined for respondents as “those persons born outside of New Zealand who have
settled here approximately within the last 10-20 years” and included “voluntary
migrants, skilled and unskilled, and refugees” (see Appendix 1).

The questionnaire was piloted with a cross-section of health professionals, including
nurses and general practitioners (GPs), and modified according to comments made.
A total of 411 questionnaires were sent out to general practices, emergency medical
services and Plunket services in the greater Auckland and Wellington urban areas in
early July 2002 with a request that they be returned by 9 August 2002. A follow-up
questionnaire was sent to general practices, private accident and emergency services,
and public hospital emergency departments that did not respond to the first
questionnaire within three weeks.



Table1:  Survey response rates by respondent location
and type of primary health service

. Response
No. Received No. Sent* Rate (%)
Auckland
General Practices 75 174 43.1
Emergency Medical Services 16 24 66.7
Plunket Services 54 122 44.3
Total 145 320 45.3
Wellington
General Practices 26 38 68.4
Emergency Medical Services 1 4 25.0
Plunket Services 31 49 63.3
Total 58 91 63.7
Other** 2
Total 205 411 49.9

* ‘Number Sent’ refers to the total number of health services to
which the questionnaire was distributed.
**Two questionnaires which were not able to be traced by location.

Response Rates

Completed questionnaires were returned by 205 of the 411 potential respondents,
yielding an overall response rate of 49.9 percent (Table 1). General practices and
Plunket services were the two dominant groups among the respondents, respectively
accounting for 49.3 and 41.5 percent of all of the returned questionnaires (Table 1).
With private and public accident and emergency services accounting for only a small
number of all responses (about 8.3 percent), they have been combined to form a
single ‘emergency medical services’ category for the purposes of data analysis.
However, additional qualitative data will distinguish between public and private
services in this category where appropriate. Finally, although the great majority of
identified primary health services to which questionnaires were sent (77.8 percent)
and from which responses were received (70.7 percent) were located in Auckland,
the response rates for both general practices and Plunket services were considerably
higher in Wellington (see Table 1), which is therefore slightly over-represented
among respondents in this report. We have no firm evidence to support an
explanation for the variation in response rates, but suspect that Auckland’s lower
rates might have arisen from factors such as heavier workloads, greater sensitivity or



caution with regard to matters of immigration and perhaps greater demands from
researchers than in other New Zealand centres.

Respondent Description

Respondents were asked to describe their role/position in the health service where
they were employed. Overall, 61 percent were nurses, 36 percent described
themselves as doctors and only 3 percent stated another role/position that included
jobs such as a “community health worker” and “clinical administrator”. This pattern,
at least in part, undoubtedly reflects the dominance of nurses in New Zealand’s
health care system (at the turn of the millennium there were about 3,200 GPs and
3,200 nurses working in primary health care, with at least as many more nurses
employed in areas such as midwifery, district health nursing and sexual health).
However, their dominance of the respondent role/position profile would be
enhanced by the inclusion of Plunket Society services in the survey. Another possible
factor concerns the influence of the Information Sheet sent to general practices and
emergency services. This sheet, addressed to “The Senior Clinician”, carried as its
letterhead point of origin “Nursing Division, Faculty of Medical and Health Science,
The University of Auckland”. Correctly identifying the location of the principal
investigator (North), it may have encouraged some recipients to pass the
questionnaire to a senior nurse clinician for completion. Whatever the explanation,
we have no reason to believe that the preponderance of nurses among the
respondents had any adverse affect upon the quality or validity of the data collected.



SURVEY RESULTS

For ease of presentation, the survey findings have been organised under six main
headings:

e Perceived service use by immigrants

e DPerception of immigrant patients

e DPerceptions of immigrant demands on services

e Impact of language, communication and culture

e Health professional preparation

e Resourcing service providers for work with immigrants

Perceived Service Use by Immigrants

To provide rudimentary measures of service use and the prevalence of immigrant
service users, respondents were asked to indicate: (a) if patients that they believed to
be recent immigrants used their service; and (b) how often such immigrants
appeared among the service’s patients (Appendix 2, questions A3, A4). In response
to the first question, 65 percent reported that “many” used their service, 23 percent
replied “several” and 9 percent indicated “a few”. Only 1 percent reported no recent
immigrants among their patients, while the remaining 2 percent didn’t know. For the
second question, the great majority (over 60 percent) reported the presence of recent
immigrants among the service’s patients at least once a week.

Figure1: Frequency with which persons perceived to be recent immigrants
appear among a service’s patients by urban area

100
B Once, or more a week

O At least once a month
OLess than once a month

Percentage

Auckland City Manukau City ~ North Shore Waitakere Franklin Wellington

As shown in Figure 1, however, the frequency with which recent immigrants
appeared among a service’s patients varied from one urban location to another.
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Overall, the frequency was lower in Wellington than in Auckland, but within the
latter the perceived frequency varied from one urban area to another. It was highest
in the Waitakere (west Auckland) and North Shore urban areas, somewhat lower in
Auckland City and especially Manaukau, and lowest in Franklin (a partially rural
region on the southern outskirts of Auckland) — a pattern that reflects (with the
obvious exception of Pacific peoples in Manukau City) the residential location and
concentration of recent immigrants in the greater Auckland urban area.

The most commonly represented origins among patients perceived to be recent
immigrants presenting at the respondent’s health service (Appendix 2, question
A3Jii]) were: Asia (48 percent, divided between East Asia e.g. China and Taiwan with
34 percent, and South Asia e.g. India, Pakistan and Sri Lanka with 14 percent); the
Pacific Islands (18 percent); and the traditional sources of Australia, North America,
Great Britain and Europe (21 percent). ‘Other” regions, that included Africa, South
America and the Middle East, accounted for the remaining origins. A comparative
analysis of these perceived origins established that Asian patients were predominant
among those identified by respondents in Wellington while those from the Pacific
were clearly dominant in the greater Auckland urban area, a pattern that accurately
reflects the national residential distribution and concentration of Pacific migrants and
their descendants. These two origin groups were also the most commonly perceived
by respondents among recent immigrant patients for all three primary health service
types (i.e. general practices, emergency medical services and Plunket). However, it
must be emphasised that these results reflect respondents’ perceptions of recent
immigrant service users, not necessarily the actual service use by all immigrants (that
would include those ‘less visible” recent settlers from traditional source countries
who escape immediate attention).

There were, however, some variations between the main origin groups in their
perceived use of different health services. Such variations, which undoubtedly pose
challenges of language, communication and culture to the services concerned, may
be attributed to a variety of factors. For example, in the case of Plunket, where 52
percent of respondents perceived Pacific Islanders as the most commonly seen
immigrant patients (compared with 15 and 23 percent for South and East Asians,
respectively), the underlying factor is probably the higher fertility rate of New
Zealand’s Pacific Island population (see Cook et al., 2001). On the other hand, pre-
migration norms and patterns of access to primary health services may explain why
Asians were perceived as the most common patients for private accident and
emergency services while immigrants from the Middle East and Africa were noted as
prominent users of public emergency services. The use of a specific general
practitioner as the first point of contact appears to be a new procedure for many
recent immigrants. As one respondent (a Plunket Nurse) commented:
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Many/most new mothers are quite ignorant of the health system in New Zealand.
Many from China believe that if there is a problem with baby, they should go to the
public hospital as first call. But many do not know of Auckland Hospital and the
Childrens’ Starship Hospital...

Indeed, ignorance of the New Zealand health system and a lack of awareness of
Plunket in particular, probably explains why higher proportions of respondents from
emergency services and general practices (75 and 70 percent, respectively) reported
seeing recent immigrants among their patients more often (i.e. once or more a week)
than Plunket service respondents (50 percent). The impact of this lack of awareness
was clearly noted in comments from two Plunket Nurses in Auckland:

Many immigrants do not understand the services we offer and we spend
considerable time trying to contact them.

They don’t know what Plunket stands for, i.e. the word has no definitive meaning
to anyone outside New Zealand.

Finally, the respondents were also asked to indicate the extent to which the main
population of recent immigrant patients they encountered (as per question A3[ii])
made use of their specific primary health service (Appendix 2, question C16). At
issue here were the contentious matters of cultural difference and the perceived over-
or under-use of a service as compared with other patients. Quite correctly, a number
of respondents pointed out that immigrant patients do not comprise a homogeneous
group, with differences in both group and individual characteristics and needs
influencing the ease of interaction with a health professional and presumably their
use of a particular health service. For example, a GP wrote:

You can’t lump all immigrants as the same. There are differences between different
cultures. But equally there is a great variation between members of different
cultures e.g. a [named ethnicity] family with tertiary qualifications I find easier
to relate to than some [named ethnicity] families who have very good English...

With the above in mind, coupled with a lack of service awareness among some
immigrants and/or their poor knowledge of the health system, some aspects of the
results presented in Figure 2 warrant a degree of caution in their interpretation.

The most striking feature of Figure 2 is the high proportion of respondents who
indicated that their emergency medical service was over-used by recent immigrants
(65 percent, compared with less than 15 percent for general practice and Plunket
services). Confirming the higher perceived prevalence of recent immigrants among
emergency medical service patients (see above), this feature is enhanced by the
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complete absence of any respondents who felt that this service was under-used
(compared with 17-18 percent for general practice and Plunket services). Two other
items of interest in Figure 2 are: (a) that almost half of the Plunket respondents felt
that use of their service varied between patients, as did about one-third of the general
practice respondents; and (b) that 45 percent of those involved in general practice (cf.
around 20 percent or less for Plunket and emergency services) saw use of their
service by immigrant patients as being no different from that of other patients. While
the latter finding is somewhat reassuring, the same cannot be said of the percentages
indicating that service use varied between patients. Such variation may reflect the
influence of factors that affect not only the perceptions of respondents but also the
behaviour of immigrant patients. Hence the need for caution as noted above,
especially given a comment made by a GP in Manukau City:

A significant number of immigrants continue to import their medication from their
own country and avoid coming to their GPs for assessment and follow up of
chronic or acute conditions. They only attend when they don’t get better or get
worse with self-medication.

Figure 2: Perceived use of primary health services by recent immigrants
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Perception of Immigrant Patients

The respondents were split on whether immigrants differed from other patients. In
answer to the statement “Immigrant patients are no different from any other patient”
(question A5[i]), less than half agreed that they were “definitely” or “mostly” no
different, while 58 percent felt the statement was “mostly” or “definitely” false. It
appeared also that this perception of difference was associated to some degree with
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the frequency with which immigrants were seen among a service’s patients (question
A4). As shown in Figure 3, about two-thirds of those who saw immigrants among
their patients “once or more a week” believed that they were “mostly” or
“definitely” different from other patients, as compared with little more than 40
percent of those who encountered immigrants less than once per month. Some of the
possible reasons for the views expressed can be discerned in the following comments
from two GPs:

For the average immigrant their needs are identical to New Zealanders. Where
there is a combination of low educational status and poor English, this presents
greatest difficulties.

I find [named ethnicity] people the most difficult (challenging). Their symptoms
are totally different to the ones I usually hear and it is difficult to associate them
with anything. I often think they are post-traumatic stress related but I'm not sure.

Figure 3: Agreement/disagreement with the statement "Immigrant patients are
no different from any other patient" by frequency with which
immigrants are perceived among service patients
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The issue of difference was also taken up with respondents via a series of statements
(question C17[ii-ix]) to determine their perception of the attitudes, expectations and
behaviour of immigrants with regard to aspects of the health system. In general, it
appears (see Table 2) that the majority of respondents who had formed an opinion
saw the immigrants they encountered, compared with “other patients”, as (a) not
expecting admission to hospital, and (b) not being less likely to accept a practitioner’s
reassurances, to expect a prescription or the use of high-tech interventions (though
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responses to the three latter items do not rule out the possibility that immigrants
expect more than “other patients”). Furthermore, the majority of respondents with an
opinion did not think that immigrant patients were “higher users of preventive
care”, “frustrated that they [could not] go directly to a specialist” or that they were
given to complaining “about the cost of primary health care”. On the other hand, it
does seem that opinion was divided on the matter of immigrant “frustration at
waiting lists”, and that a substantial minority of the respondents (27-33 percent) saw
immigrants as being dissatisfied with practitioner reassurances, the cost of health
care and the procedure of referral for specialist services. This belief is supported by
Auckland studies where immigrants have identified the need for a more efficient
health system, more affordable health services and less delay to see a doctor or
specialist (Holt et al., 2001; Walker et al., 1998).

Table2:  Respondent perceptions of immigrant patients encountered in their
health service (percentages)

Responses (%)
Statements: Definitely Definitely = Don't
“Immigrant patients... or Mostly or Mostly  know
true false

...are less likely than other patients to believe your 33 49 18

reassurances when there is nothing wrong”

...complain about the cost of primary health care” 33 47 20

...are frustrated that they can’t go directly to a 27 42 31

specialist”

...are higher users of preventive care” 14 56 30

...are more likely than other patients to expect 17 47 36

admission to hospital”

...express frustration at waiting lists” 32 35 33

...are less likely to expect a prescription than other 8 62 30

patients”

...are less likely to expect high-tech interventions than 27 48 25

other patients”

An important feature of Table 2 that warrants attention at this point is the percentage
of respondents who answered “don’t know”. In part this can be explained by the
inclusion of Plunket Nurses whose practice is limited to infant and post-natal
maternal care. They are therefore less likely to discuss with or to have experience-
based knowledge of the opinion(s) of immigrant patients with regard to issues such
as hospital admission or waiting lists. For example, almost 64 percent of Plunket
Nurses replied “don’t know” to the statement “Immigrant patients are more
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likely...to expect admission to hospital”, as compared with 17-18 percent of general
practice and emergency medical service respondents. Similarly, emergency medical
service respondents predominantly said they did not know if immigrants were
higher users of preventive care. That said, given that there was no association
between responses to the statements and the prevalence of immigrants among their
patients, it seems that to some degree there was a lack of awareness or knowledge
among the respondents on the outlook and/or expectations of immigrant patients.

Whether or not immigrant patients were believed to be different to others, however,
all but 4 percent of the respondents agreed (45 percent “definitely true”, 51 percent
“mostly true”) with the statement (question A5[ii]) “I find working with immigrant
patients interesting”. For example, one GP commented:

We have all found the increasing diversity in our local population to be positive
and stimulating and above all an interesting and educational area of our work.

This is not to say that working with them was free of frustrations. In fact, more than a
quarter of the respondents agreed (5 percent “definitely true”, 22 percent “mostly
true”) that they found “...working with immigrant patients frustrating” (question
A5[iv]). As might be expected, the sources of this frustration (implied in some of the
responses presented in Table 2 above) included those of communication with non-
English speaking immigrants and the sometimes excessive or unnecessary demands
they made, as illustrated by a nurse and a GP, respectively:

Whilst I accept that non-English speaking recent migrants [may have trouble
communicating] — I find it frustrating at times that particularly [named
ethnicity] of 10 plus years New Zealand residency, can ‘feign’ incomprehension as
they do.

Our [named ethnicity] patients are very patient and don’t like to complain, may
present late and have many health problems...[on the other hand] our [named
ethnicity] patients [are] often not very unwell but want every test and specialist
(and want it all for free), quite demanding.

Perceptions of Immigrant Demands on Services

Almost all respondents rejected a statement claiming that “Less time is needed with
immigrant patients than with other patients” (question A5[iii]); 69 percent found it
“definitely false” and 23 percent “mostly false”. As might be expected, the strength
of this rejection varied according to (a) the type of primary health service, and (b) the
prevalence of immigrants among a service’s patients. To be more specific, while the
statement was unanimously rejected by only emergency service respondents, the
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“definitely false” view was far stronger among Plunket respondents (82 percent) than
among those in either general practice (60 percent) or emergency services (59
percent). Similarly, a positive relationship was found between the perceived
prevalence of immigrant patients and the strength of the respondents” views. Among
those with (at most) only “a few” immigrants perceived among their patients, 47
percent believed that the statement was “definitely false” as compared with 67 and
74 percent of the respondents in services with “several” and “many” perceived
immigrant patients, respectively.

Numerous additional comments were made on this issue, and of these (three of
which are quoted below) some identified reasons for the time consuming nature of
work with immigrants:

More home visiting takes place as mothers are isolated and don’t come to clinics
without their husbands. Many won’t consider walking to the clinic so continual
home visiting is required which puts more pressure on the nurse’s workload
(Plunket Nurse, Auckland).

A lot more time is required from the medical and nursing staff to explain
treatment, follow up hospital clinics etc...on the positive side [a] sensible attitude
to ageing and willingness to care for elderly or chronically ill within the family at
home, relieves pressure on the health service... (GP, Auckland).

Additional time is required for immigrant visits — especially if translation is
required (GP, North Shore).

To assess the perceived future (rather than the current) impact of immigrants on
service delivery, respondents were asked (question D21) “To what extent do you
believe [that] increased immigration will put pressure on health care services such as
yours?” Only 8 percent anticipated “no pressure at all”, 27 percent indicated “some
pressure, but we can manage”, while the majority (55 percent) believed there would
be “considerable pressure, but we will manage with support” and the remaining 10
percent answered “enormous pressure, we can’t cope”. As shown in Figure 4,
Plunket and (to a lesser degree) emergency medical service respondents were those
who believed the pressure would be greatest.

Perhaps the views of Plunket Nurses reflect Plunket’s status as a non-profit
organisation with services only partly covered by government funding. That said,
they and other respondents were not short of other reasons for anticipating
difficulties with considerable or enormous pressure from (increased) immigration.
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At least half our patients are immigrants by your definition. Immigrants tend to be
poor. General practice is currently a small business. Poor people are unable to pay
for high level and sophisticated services. Our business would fail if we provided
such services. We do the best we can (GP, Auckland).

Pressure is experienced right across the full spectrum — not just health but pressure
on other services e.g. housing, education - but it eventually falls back on health
again. Immigrants should be actively discouraged from settling in Auckland and
Wellington (Practice Nurse, North Shore).

Many of our patients are ‘overstayers’. They have New Zealand-born children but
[the] parents are not entitled to housing or benefits so live in crowded conditions.
The effects on the children’s’ health is enormously detrimental. Personal
frustration for staff can be enormous too (Plunket Nurse, Waitakere).

Figure 4: Anticipated extent of pressure from increased immigration by type of
health service
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Overall, the pattern of responses with respect to the anticipated extent of pressure
from increased immigration should be heeded as a signal for both (a) further
consultation with health professionals by government policy analysts, and (b) of the
need for more collaboration between government ministries and departments in the
development and implementation of immigration, health and other social policies.
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Impact of Language, Communication and Culture

Recognising the importance of an immigrant patient’s English language ability and
the health service provider’s awareness of the cultural needs of different groups, the
survey questionnaire included a number of statements on language, communication
and cultural issues to which the participants were asked to respond.

Language and communication

Table 3 provides a summary of responses to five statements (question B12) relating to
language and communication with immigrant patients. The majority of respondents
agreed that for “at least once a month” communication with patients who were non-
English speakers or whose English was limited was “time consuming” and “stressful
or frustrating”. Similarly, the majority agreed that, for “at least once a month”, there
were “instances” with immigrants where they: believed a patient had “not followed
instructions because of communication problems”; were uncertain that a patient had
understood what was said; and where they themselves were “unable to understand
what the... patient was saying..”.

Table 3:  Responses to five statements concerning communication with
immigrant patients (percentages)

Responses (%)

Statements: Mostly or Mostly or
“At least once a month... Definitely Definitely
true false

...trying to communicate with patients who speak
languages other than English/whose English is limited is 78 22
time consuming.”

...difficulties in communicating with patients who speak
languages other than English/whose English is limited are 58 42
stressful or frustrating.”

...there are instances when I believe the immigrant patient
has not followed instructions because of communication 62 38
problems.”

...there are instances where I am uncertain that the
immigrant patient has understood what I said.” 74 26

...there are instances when I am unable to understand
what the immigrant patient was saying to me.” 64 36
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Agreement with these statements did, of course, vary in relation to a number of
factors. For example, agreement (i.e. “mostly/definitely true”) that communication
was “time consuming” ranged from 43 percent among respondents reporting that
there were only “a few” recent immigrants perceived among patients using their
service to 71 percent among those indicating the perceived presence of “many”
immigrants among their patients. Similarly, agreement that communication was
“stressful or frustrating” was lower among general practice respondents (50 percent)
than for those engaged in either Plunket (64 percent) or emergency medical services
(76 percent). Finally, it may be noted that the experience of immigrant patients not
following instructions because of communication problems varied with geographic
location; the percentage agreeing with the statement was lower for Wellington
respondents (47 percent) than those in Auckland, and within the greater Auckland
urban area ranged from 85 percent for Waitakere City to 60 percent for Manukau
City and 22 percent for the outlying Franklin district.

Additional comments, which usefully elaborated upon and/or clarified some of the
language and communication issues, were made by a number of the participants in
relation to their responses. Five examples of such comments are presented below:

Many non-English speaking immigrants (especially Asian cultures) will nod and
agree with everything you say when in actual fact they are not understanding you
and this often gives us false information (Practice Nurse, North Shore).

To try and convey any health education to a client who speaks or understands no
English is really frustrating to both the client and the nurse. It is difficult to elicit
an adequate reply and to assess the individual needs of the client. Miming, hand
signs and using other family members as interpreters is far from adequate in trying
to reach our goal of achieving healthier children in the world! (Plunket Nurse,
North Shore)

The common mode of interpretation used by immigrants is to bring a relative or
associate with them to interpret. Language barriers can definitely delay accurate
assessment and management in an emergency situation (Clinical Leader,
Emergency Medical Service).

Good effective and acceptable communication is part of effective health delivery.
Relatives as interpreters can sometimes be unreliable i.e. they may leave out certain
phrases/concerns and vice versa (GP, Manukau City).

I am given many examples of how people are treated badly, treated as though they
are idiots because of their skin colour and the fact they cannot speak English.
Procedures are not explained and an interpreter is not on hand or asked for
(Nurse, Auckland City).
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Obviously the inability of health professionals to accurately diagnose illnesses and
of patients to comprehend instructions and to follow treatments prescribed because
of language barriers may have very serious health and safety consequences. It was
not surprising therefore that a Plunket Nurse in Manukau City, well known for its
concentration of Pacific peoples and the use of Pacific languages (see Bell et al., 2001),
should count herself “fortunate to have spent some years in Samoa” and to be able to
“communicate in Samoan”. Nor was it surprising to find another Plunket Nurse in
Wellington, recognising “a large group of clients...disadvantaged in most areas of
health”, claiming that it was “essential to recruit staff who speak Samoan and other
Pacific languages”. Similar comments could be and have been made by other health
professionals in relation to the arrival and settlement of Asian immigrants. In these
terms, the responses (Table 3) and additional comments reported above are
disquieting, to say the least, and have far-reaching implications for the training of
health professionals and the health service support resources available to them —
topics which are addressed in later sections of this report.

Culture

As long recognised in New Zealand’s increasingly diverse population (see Kinloch,
1985; Metge and Kinloch, 1978), an awareness of cultural differences, if not an
understanding of a patient’s culture, is just as important as an ability to surmount
language barriers and engage in effective communication. Failings in cultural
awareness and/or understanding may appear in situations such as the inappropriate
use of a male interpreter for a female patient, an inability to comprehend a patient’s
health care attitudes and expectations or the ways in which patients from different
cultural backgrounds make known their fears and feelings of illness and their
experience of pain.

Some aspects of this topic have already been noted indirectly with respect to the
perception of immigrant patients (see Table 2). Accordingly, the results presented
here are limited to the participants’ responses to two statements on immigrant
expressions of pain and illness (question C17[i and x]). As shown in Table 4, the
majority (70 percent) of respondents agreed that immigrants “express their concerns
and symptoms differently” and 51 percent agreed that immigrants “express their
pain differently”. When coupled with the percentage of respondents who disagreed
with each statement, and especially the percentage that replied “don’t know” for the
expression of pain, these results raise questions about the knowledge and cultural
awareness of health professionals that once again have implications for their training
and support services.
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Table 4:

Responses to two statements concerning differences between

immigrants and other patients with regard to pain and illness

(percentages)
Responses (%)
Statements: Definitely or Definitely or Don’t
“Immigrant patients... Mostly Mostly know
true false

...express their pain differently from other 51 29 20

patients”

...express their concerns and symptoms 70 26 4

differently from other patients”

The following comment by an Auckland City GP illustrates the nature of difficulties
facing some health professionals in their work with patients whose experiences,
backgrounds and symptoms may be far removed from those with which they are
familiar:

I find [named ethnicity] people the most difficult (challenging). Their symptoms
are totally different to the sort I usually hear, and it is difficult to associate them
with anything. I often think they are post-traumatic stress related but I'm not sure.

This GP was not alone in voicing such a difficulty. Three respondents individually
commented on the difficulties they experienced diagnosing mental health problems
in patients from the same ethnic group. Two of them associated these problems with
post-traumatic stress, while the third believed it was a cultural issue. The simplest
and most obvious conclusion to be drawn from such examples is that increasing
population diversity may dramatically extend the knowledge base required by
health professionals for decision-making in the diagnosis and treatment of problems
presented by immigrant patients.

Health Professional Preparation

The adequacy of preparation for work with (a) patients who speak languages other
than English or whose English is limited, and (b) patients whose cultures are
different, was tackled in the survey via a series of eight statements (questions B13
and C18). Respondents were simply asked to indicate if each statement applied to
their service. The results (Table 5) clearly indicate a widespread acknowledgement of
problems in the preparation of health professionals for work with immigrants, a need
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for continuing education and for employer provided opportunities for professional
development, as well as an apparent need for curriculum reviews in professional
education. Even allowing for differences in opinion among the respondents, the
results suggest an urgent need for concerted action by professional associations,
tertiary educational institutions and health service employers.

Table 5:  Responses to eight statements concerning the preparation of health
professionals for work with immigrant patients (percentages)

Statements: Responses
“How adequate do you believe is the preparation of the health professionals (%)
in your service... Yes No

...to work with [immigrant] patients who speak languages other than
English/whose English is limited”

“It does not appear to be a problem to health professionals in our service” 19 81
“I believe this is an area where continuing education is needed” 69 31
“Our employer provides opportunities to develop/improve our skills” 24 76
“The subject of cross-cultural communication was taught in professional 39 61
education”

...to work with immigrant patients whose cultures differ from the New
Zealand culturels] you are familiar with”

“It does not appear to be a problem to health professionals in our service” 19 81
“I believe this is an area where continuing education is needed” 71 29
“Our employer provides opportunities to develop/improve our skills” 32 68
“The subject of culture and cross-cultural health care was included in professional | 48 52
education”

Many of the respondents took the opportunity to provide additional comments on
this subject. The examples presented below were selected to illustrate viewpoints
consistent with those of the majority, dissenting viewpoints and the fact that some
health professionals (e.g. Plunket Nurses) believed themselves to be well prepared.

I feel continuing education in languages other than English is not a priority for
medical professionals. We need to be improving our medical skills not wasting our
time with language. Maybe immigrants should be directed to appropriate clinics
where there is a professional with the same tongue (Practice Nurse, Auckland).

On-going education for staff is of paramount importance. [That is] appropriate and

applicable education to meet the needs of staff out in the workforce (GP, North
Shore).
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Plunket nurses have a good basic training, seem to communicate well over a range
of cultures. [Our] on-going training in cultural awareness and sensitivity helps
(Plunket Nurse, Auckland).

Plunket provides a lot of information on Pacific and Maori health. We need to be
more informed about other cultures (Clinical Leader, Auckland).

Resourcing Service Providers for Work with Immigrants

Given the strains, difficulties and concerns identified above, our focus here is on the
extent to which service providers feel that they are adequately resourced for work
with immigrants, and the areas in which additional support is or will be needed.

Figure 5: Agreement by service type with the statement "Health services like this
one are not adequately resourced to meet the demands of immigrant
patients"”

80%

Definitely/Mostly True

B Definitely/Mostly False
60% - inielyiviosty

40% -

Percentage

20% -

0% -

Plunket Services Emergency Medical Services General Practices

An early indication of dissatisfaction was provided in responses to the statement
“Health services like this one are not adequately resourced to meet the demands of
immigrant patients” (question A5[v]). Overall, 29 and 32 percent believed the
statement to be “definitely” or “mostly” true, respectively. Furthermore, a higher
level of agreement was found among Plunket and emergency medical service
respondents than those in general practice (Figure 5). Unlike GPs, who charge or
claim a fee for service, both Plunket and public (but not private) emergency services
have capped budgets to deliver services on demand. As one Plunket Nurse put it:

There are many challenges to break down barriers in relation to culture in order to
build a positive trusting relationship with clients — so that primary health needs
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can be addressed. The government and Ministry of Health need to understand that
this entails additional resources, and [to] fund appropriately for this.

Immigrant staffing

A valuable resource for services working with immigrant patients is the presence of
immigrant staff. Such staff are (or are assumed to be) well equipped (a) to directly
provide for, and/or (b) to communicate with and interpret for members of their own
ethnic group, and (c) to educate or train other staff to deliver culturally appropriate
care. To gauge the presence of this resource, therefore, survey participants were
asked if any of their business partners, colleagues or other service staff were recent
immigrants (question A6). More than half (55.5 percent) replied in the affirmative but
the percentage varied by service type, ranging from 81 percent for emergency
services to 60 and 48 percent for Plunket and general practice services, respectively. It
must be noted, however, that both of the latter services are likely to be small in size
and therefore employ fewer staff than emergency services. The most common origins
of immigrant staff were the Pacific (33 percent), Asia (21 percent) and South Africa
(16 percent), with only 18 percent known or perceived to be from traditional source
countries (UK etc.).

Two main positions/roles (question A7) were taken up by immigrant staff — as nurses
(40 percent) and doctors (24 percent) — with the remainder in a residual category (36
percent) reflecting their employment in non-traditional health roles (such as Plunket
“community workers”) and administration (e.g. as receptionists). The respondents
were very supportive of the employment of immigrant staff — especially those with
specific language skills — as indicated in the following comments:

The fact that we have multi-cultural staff must help some immigrant patients feel
at ease (Practice Nurse, North Shore)

Due to the service we deliver I believe that...you use your immediate staff to bridge
language barriers, or access family members as interpreters to convey information
to those who have no understanding of English. Our community contains a large
population of Pacific Islanders and others so our service needs and has set in place
staff to deliver to our clientele (Practice Nurse, Manukau City)

Chinese clients with little English are referred to the Chinese nurses as are Pacific
Island clients (Plunket Nurse, Auckland City)

It was anticipated that immigrant staff would assist in communicating with non-

English speaking patients (question A9[i]), however the prevalence of this practice
was higher than anticipated. Reported by 77 percent of respondents in all services
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employing immigrants, the percentage was higher for Plunket (88 percent) than for
either general practice (71 percent) or emergency services (72 percent). Samoan was
the language in which staff were reported to most commonly communicate with
patients (20 percent) followed by Cantonese (16 percent) and Mandarin (15 percent).
The obvious value of immigrant staff may, of course, be recognised and exploited not
just by colleagues and other service personnel but by members of their own ethnic
group, a situation that exposes them to excessive demands and pressures. Too often
overlooked, this point was recognised by a Plunket Nurse in Waitakere who
commented:

I believe my work colleagues who are immigrants experience the most pressure as
their own people have enormous expectations of them. They are the ones who
require a lot of support.

Language provision for non-English speaking patients

In addition to the resource represented by immigrant staff members, the issue of
language and communication resources was tackled via questions concerning: (a) the
provision of “written health information and pamphlets in languages other than
English” (question B10); and (b) the use, nature and cost of interpreter services
(question B11). The need for such questions was signalled in the findings of some
recent Auckland studies (Asian Public Health Project Team, 2003; Holt et al., 2001;
Ngai et al., 2001) which indicated that language provisions were not meeting the
needs of immigrant patients.

Table 6:  Provision of written materials in languages other than English by
perceived prevalence of recent immigrants using a primary health

service
Perceived prevalence of recent immigrants
Provision of written materials in using a service
languages other than English None A Few  Several Many
No. % No. % No. % No. %
Yes 3 100 14 74 32 71 111 86
No 0 0 5 26 13 29 18 14
Total 3 100 19 100 45 100 129 100

Written health information and pamphlets in languages other than English was
reported by respondents to be provided by 81 percent of the health services they
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represented. Table 6 shows that the provision of this material varied somewhat
according to the perceived prevalence of recent immigrants among a service’s
patients, but it reveals also that such material was not being provided by a
substantial percentage of those services with either “several” or “many” recent
immigrants using the health service.

Gaps in the provision of written information/pamphlets in languages other than
English may, at least in part, be attributed to the unavailability or limited availability
of such material. As indicated in the comments that follow, this point was made by
some of the respondents and it highlights an area where primary health service
providers could fruitfully be supported in their work with immigrant patients.

...the use of interpreted information is...essential — more pamphlets in different
languages need to be made available as we have currently resourced our own
especially Assyrian, Arabic, Somalian, Ethiopian, Cambodian (Practice Nurse,
Wellington)

We have contacted many health services in New Zealand and found almost nil
information in languages other than English/Maori/Pacific Islands. Breast
screening/Cervical screening only found in Asian Languages (GP, Auckland)

The phrase “...we have currently resourced our own...” in the first comment above
is important. It indicates that this service, perhaps like others, has not been passive in
the absence of written information/pamphlets in languages other than English but
has responded by producing its own written material for immigrant patients. This is
a commendable response, but one that probably entails considerable costs across a
range of primary health services in the absence of appropriate and readily available
material from the Ministry of Health and/or other organisations.

The use of interpreter services was reported by 66 percent of the respondents, 10
percent indicated that the need for an interpreter had not arisen and the remaining 24
percent had not used such services. Where interpreters were used (N=132), the
service types most commonly employed (question B11[ii]) were patient-arranged
interpreters (e.g. a relative or friend) and a health service staff member (Table 7). Use
of a professional interpreter (personally present during a patient’s appointment) was
rather limited, with respondents indicating strongly in their comments that this was
due to the cost involved.

Analysis of the use of each type of interpreter service by health service types revealed
some interesting patterns (Table 8). For example, it was found that for all users of a
particular type of interpreter service: (a) Plunket services accounted for over half of
the cases where a staff member was used; whereas (b) general practices dominated
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the use of a patient-arranged interpreter and accounted for more than 40 percent of
the users of professional interpreter and telephone interpreter services.

Table 7:  Types of interpreter services used (N=132)

Use of service type
Types of interpreter services Yes No
No. % No. %
Telephone interpreter services 12 91 120 90.9
Professional interpreter personally present 22 167 110 833
Patient-arranged interpreter (e.g. relative, friend) | 93 704 39 29.6
Staff member 76 576 56 424

Table 8:  Use (“Yes”) of specific interpreter services by respondent’s health

service type (percentages)

Primary health service type
Types of interpreter services General Plunket Emergency
practice service service

Telephone interpreter services 42 33 25
Professional interpreter present 45 18 36
Patient-arranged interpreter (e.g. 53 34 13
relative or friend)

Staff member 38 51 11

Comments from Plunket service respondents suggest that the use of interpreter
services, especially a heavy reliance on staff, was a source of dissatisfaction that

stemmed in the main from limits on funding and/or staff training:

The Plunket Society is not looking at “the future.” According to statistics, 183,000
[immigrants], 11,500 of these being Chinese are coming to Auckland. They are not
training Nurses who speak their language nor do they seem to care. Those of us
that speak their language are asked to see these clients, causing greater stress and

burnout (Plunket Nurse, Auckland).

We have a very big and ever increasing need for interpreter services in our service.
However, Plunket receives 75 percent of its funding from the MoH which is clearly
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inadequate to fund our service much less additional services such as interpreters
(Plunket Nurse, Auckland).

Plunket Nurses, of course, were not alone in expressing such feelings. Similar
comments regarding costs and training, as well as the adequacy of non-professional
interpreter services and the influence of ethnic community politics, were made by
some of the other respondents:

We have some basic written cards in many languages put out for clients. This
assumes literacy. Cost of professional interpreters is high. Some groups are
distrustful of interpreters as a result of some local problems... (Clinical Leader,
Wellington).

The wrong languages are bought. Medical people receive no teaching in the
languages or culture of the vast number of immigrants (GP, North Shore).

Patients cannot afford professional interpreter services — it is unclear when using a
family member whether information is being communicated as I would like, or
whether information is being altered to accommodate cultural issues (Charge
Nurse, Auckland).

Older child [serving] as translator for parent; incorrect hierarchy; no privacy or
boundaries around sensitive issues (GP, North Shore).

The fact that only 15 (11.4 percent) of the 132 primary health care services using some
form of interpreter service paid for the service as a budget line item (question
B11[iii]) is significant. All but 1 of these 15 services were among those for which the
respondents indicated the presence of “many” patients they believed to be recent
immigrants (99 cases out of 132 using interpreter services). Needless to say this
finding confirms the heavy reliance on informal and free interpreter services rather
than paid professional services as shown in Table 7 above.
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SUMMARY AND RECOMMENDATIONS

Since the mid-1980s, New Zealand’s population has been increasingly diversified
through immigration. The arrival and concentration of large numbers of immigrants
from non-traditional backgrounds (i.e. non-European and/or non-English speaking),
especially in the Auckland and Wellington Regions, has posed challenges and
difficulties for a broad range of public and private services, including those for health
care. There have been reports and claims that primary health services have struggled
to meet the needs of these immigrants, lacking the funding, suitably trained staff and
other resources required for effective cross-cultural communication and health care.
Accordingly, the aim of this survey was to gauge the awareness, perceptions and
experiences of three groups of primary health service providers with regard to these
recent immigrants, and their views with respect to the skills and training of health
professionals and other resources required for work with immigrant patients.

The results presented in this report are summarised here using a question and
answer framework to highlight the main areas of interest. On the basis of the key
findings, the report concludes with a set of recommendations for consideration and
discussion by the stakeholders involved.

Summary

Are primary health service providers aware of immigrants among their patients,
do they feel their service is being over-used and do they anticipate pressure from
increased immigration?

The survey respondents were well aware of the presence of recent immigrants
among their patients. Key findings indicating this awareness were as follows:

e 65 percent perceived “many” and a further 23 percent “several” recent
immigrants among patients using their service.

e 63 percent or more perceived such patients among their service users “once or
more a week”. This level of service contact was found to be more prevalent
within the greater Auckland urban area (at or about 80 percent for Waitakere,
North Shore and Auckland City) than in Wellington — a pattern reflecting the
distribution and concentration of recent immigrants — and for emergency
medical and general practice services (at or above 70 percent) than for Plunket
services (50 percent).

A topic of concern in media reports and anecdotal evidence is that immigrants rely

heavily on (i.e. over-use) public hospital emergency departments for health care. This
reliance may indicate: that emergency services are seen as a means of gaining free
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health care; and/or that many immigrants are unaware or unsure of the appropriate
sources for health care when it is required (see Walker et al., 1998; Holt et al., 2001);
and/or that the pre-migration patterns of health care use can have a significant
impact on the utilisation of services by immigrants in their new country of settlement
(see Ngai et al., 2001; Asian Project Team, 2003; Walker et al., 1998). Whatever the
reason, the survey provided some support for this concern about service over-use:

e 65 percent of emergency medical service respondents believed that immigrant
patients over-use their health service, compared with approximately 10
percent of both the general practice and Plunket respondents in relation to
their own services.

This finding indicates the need for further research to determine the reason(s) why
immigrants appear to make more use of emergency medical services (including the
costs of other primary health services in relation to the incomes of different migrant
groups) in order to reduce the pressure on emergency services.

Finally, there can be little doubt that the pattern of immigration since the early 1990s
and the associated challenges, demands and difficulties faced by primary health
services, have lead the majority of respondents to anticipate pressure from increased
immigration:

e 55 percent of the participants believed that increased immigration would put
“considerable pressure” on their type of service, but (crucially) felt they would
“manage with support”. An additional 10 percent, however, replied that the
effect would be one of “enormous pressure” with which they would be unable
to cope. Plunket respondents were clear leaders in anticipating “considerable”
or “enormous” pressure, followed by those in emergency services.

It should be noted that this pressure was not simply a matter of an increased
workload, but embraced also the time required and the frustrations of language,
communication and culture in work with immigrants from diverse backgrounds (see
below). The lead position of Plunket respondents in anticipating pressure is not
surprising. As a non-profit organisation, Plunket has a particular need for additional
funding if its staff (often struggling to see their ‘quota’ of patients in order to meet
contractual requirements) are to provide an effective service for patients from non-
traditional ethnic backgrounds who require the use of interpreters, more time and
more home visits.

What were the main origins of recent immigrants encountered by primary health
service providers, and were certain groups perceived to be more prominent in
some areas and among the users of some types of services than others?

When asked to identify the most common countries/regions of origin of immigrants

perceived among their patients, the origins specified by respondents echoed the
diversity arising from changes in immigration policy:
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e 48 percent identified Asian countries/regions (34 percent East Asian, 14
percent South Asian), 21 percent traditional origins (the United Kingdom,
Australia, Europe and North America), 18 percent Pacific origins, and the
remaining 13 percent a number of other places in Africa, South America and
the Middle East.

These origins varied somewhat by urban area and the type of service involved:

¢ Immigrants from Pacific origins were, as expected, clearly predominant in the
Auckland area, while immigrants from both South and East Asia were more
prominent among those perceived by respondents in the Wellington area.

e 52 percent of Plunket respondents identified Pacific Islanders as their most
commonly seen immigrant patients, while Asians (East and South Asians
combined) were the most common patients identified by 53 percent of
emergency service respondents (especially for private services) along with a
high representation for immigrants from the Middle East and Africa (for
public services).

These variations, which no doubt pose challenges and difficulties for service staff,
can probably be attributed to various factors such as fertility rates (for Pacific
migrants using Plunket services) and pre-migration norms and patterns of primary
health service access (for Asians and others using emergency services). However,
there is still a need for further research with ethnic communities to examine and
clarify their reasons (e.g. cost, traditional service access patterns, interpreter
availability) for using particular services, especially emergency services as a first port
of call.

Are recent immigrants perceived to be different to other patients and, if so, why?

The respondents were more or less split on whether immigrants differed from other
patients:

e Although 58 percent felt that the statement “Immigrant patients are no
different from any other patients” was “mostly” or “definitely” false, 42
percent thought it was “definitely” or “mostly” true. This perception appeared
to be associated, to a degree, with the frequency with which immigrant
patients were seen; the more frequent the contact with immigrants among
their patients, the greater the percentage of respondents who believed that
immigrants were “mostly” or “definitely” different from other patients.

Possible reasons for accepting or rejecting the notion of ‘difference” were initially
unclear. Indeed, in relation to respondent perceptions of the attitudes, expectations
and behaviour of immigrants with regard to aspects of the health system, it was
found that among those who had formed an opinion:
e the majority saw immigrants, compared with “other patients”, as (a) not
expecting admission to hospital, and (b) not being less likely to accept a
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practitioner’s reassurances, to expect a prescription or the use of high-tech
interventions.

e the majority did not think that immigrant patients were “higher users of
preventive care”, “frustrated that they [could not] go directly to a specialist”
or given to complaining “about the cost of primary health care”.

On the other hand, it does seem that:

e opinion was divided on the matter of immigrant “frustration at waiting lists”;
and

e a substantial minority (27-33 percent) saw immigrants as being dissatisfied
with practitioner reassurances, the cost of health care and the procedure of
referral for specialist services.

An important feature of respondent perceptions on these topics was the percentage
answering “Don’t know”. In part reflecting an inability or perhaps reluctance to offer
an opinion outside their field of practice or experience (most likely in the case of
Plunket Nurses), it also seems to indicate a lack of awareness or knowledge among
the respondents concerning the outlook and/or expectations of immigrant patients —
a factor that might well contribute to a sense of “difference’. However, more specific
reasons for a perception of ‘difference” emerged with respect to the difficulties posed
by language, communication and culture (see below).

Whether or not they believed immigrant patients to be different, the respondents
acknowledged that working with such patients was interesting and for some of them
frustrating:
e 96 percent agreed (45 percent “definitely true”, 51 percent “mostly true”) with
the statement “I find working with immigrant patients interesting”; and
e 27 percent found “working with immigrant patients frustrating” (5 percent
“definitely true”, 22 percent “mostly true”)

What are the main difficulties in work with immigrant patients and are such
difficulties more commonly perceived or experienced by some primary health
services than others?

The main difficulties experienced in work with immigrants are well known among
health service providers as being those of time, language, communication and
culture. These difficulties were confirmed by the respondents. For the issue of time:

e 92 percent rejected a view that “Less time is needed with immigrant patients
than with other patients” (69 percent “definitely false”, 23 percent “mostly
false”).

The strength of this rejection varied according to primary health service type, and the
perceived prevalence of immigrants among a service’s patients:

e while unanimously rejected by only emergency service respondents, the
“definitely false” view was stronger among Plunket respondents (82 percent)
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than among either general practice (60 percent) or emergency service (59
percent) respondents.

e a positive relationship was found between the prevalence of immigrant
patients and the strength of the respondents” views; the greater the prevalence
of immigrants among patients, the more likely were respondents to believe
that the statement was “definitely false”.

Difficulties experienced with language/communication explain (at least in part) the
problem of time, identify a source of frustration and have far-reaching implications
for safe practice. Most respondents agreed (i.e. “mostly/definitely true”) that:

e for “at least once a month” communication with patients who were non-
English speakers or whose English was limited was “time consuming” (78
percent) and “stressful or frustrating” (58 percent); and

o for “at least once a month”, there were “instances” where they: believed that a
patient had “not followed instructions because of communication problems”
(62 percent); were uncertain that a patient had understood what was said (74
percent); and where they themselves were “unable to understand what the...
patient was saying..” (64 percent).

This agreement varied in relation to different factors. For example: agreement with
the “time consuming” nature of communication was positively associated with the
perceived prevalence of immigrant patients; and agreement that communication was
“stressful or frustrating” was lower among general practice respondents (50 percent)
than for either Plunket (64 percent) or emergency service (76 percent) respondents.

Language was not the only barrier to communication. Awareness if not an under-
standing of cultural differences is just as important for consultation and diagnosis.
This point was recognised by most of the respondents who agreed that immigrants:

e “express their concerns and symptoms differently” (70 percent); and

e “express their pain differently” (51 percent).
However, the percentage either disagreeing or replying “don’t know” to each
statement (30 and 49 percent, respectively) should be treated as a matter of concern.

Overall, these findings with regard to the difficulties of language, communication
and culture, consistent in some respects with the findings of other studies (e.g. Holt
et al., 2001; Walker et al., 1998), obviously have: (a) the potential for serious health
and safety consequences; and (b) implications for the training of health professionals
and the service support resources available to them (see Pauwels, 1995).

Are health professionals in the primary health services perceived as being well
prepared for work with immigrants?
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Referring to professionals in their own service and the adequacy of preparation for
work with patients (a) speaking languages other than English or with limited
English, and (b) whose cultures are different, the majority of the respondents:
o rejected the absence of a problem (81 percent in each case);
e acknowledged the need for continuing education (69 and 71 percent,
respectively);
o rejected statements claiming that the employer provided opportunities to
develop or improve skills (76 and 68 percent, respectively); and
o rejected statements claiming that the subject in question was taught or
included in professional education (61 and 52 percent, respectively).

Overall, even allowing for differences in opinion among the respondents (within and
between different types of services), the results suggest an urgent need for concerted
action by professional associations, tertiary educational institutions and health
service employers.

Are primary health services perceived to be adequately resourced for work with
immigrants, and if not what types of resources are required?

The majority of the respondents were dissatisfied with the resources available. In
response to the statement “Health services like this one are not adequately resourced
to meet the demands of immigrant patients”:
e 61 percent believed it to be “definitely” or “mostly” true, the percentage being
much higher among Plunket respondents (71 percent) than those engaged in
either emergency services or general practice.

Given the difficulties experienced with language and communication, resources in
this area could be expected to be an obvious point of concern. In particular, it was
found that:

e although the provision of written material in languages other than English
was reported by 81 percent of the respondents, such material was not being
provided by a substantial percentage of services with a higher perceived
prevalence of immigrants (i.e. “several” or “many”) among their patients;

e although the use of interpreter services was reported by 66 percent of the
respondents (10 percent indicated that the need had not arisen), the types
most commonly employed were patient-arranged interpreters (70.4 percent)
and a health service staff member (57.6 percent) while the use of either a
professional interpreter (personally present) or a telephone service was
limited (16.7 and 9.1 percent, respectively).

With regard to these findings, there are two key points to note. First, gaps in the

provision of written material were explained in part by the unavailability or limited
availability of publications in the languages required. Some services consequently
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produced their own material, a commendable but costly initiative that highlights an
area where health service providers could be better supported in their work. Second,
the heavy reliance on non-professional interpreting services was strongly attributed
(in additional comments by respondents) to the cost involved. The fact that only 15
(11.4 percent) of the 132 health care services using some form of interpreter service
paid for the service as a budget line item is significant; it indicates another resource
area in need of attention, particularly in the light of clinical difficulties associated
with the use of non-professional interpreters and the pressures placed on health
service staff with linguistic skills. A useful first step in this area would be research
into the current contractual agreements with primary health care services to
determine the need for interpreter services and printed information for immigrant
patients in the context of current costs to health professionals.

Immigrant staff — because of their ability (real or assumed) to directly provide and/or
interpret for members of their own ethnic group and to educate or train other service
staff — are clearly an important health service resource. It was found that:

e 55.5 percent of the respondents reported having business partners, colleagues
or other staff who were recent immigrants, the percentage varying by service
type (81 percent, emergency services; 60 percent, Plunket; 48 percent, general
practices);

e most of the immigrant staff were employed as nurses (40 percent) and doctors
(24 percent), with the remainder (36 percent) in either non-traditional health
roles or administration;

e 77 percent of the respondents in services employing immigrant staff reported
that such staff were used to assist in communicating with non-English
speaking patients, the percentage being higher for Plunket (88 percent) than
for either general practice or emergency services (71-72 percent).

Although supportive of their employment, some respondents (especially Plunket
Nurses) were concerned that immigrant staff could be exposed to excessive demands
and pressures as their linguistic/cultural skills were exploited by service personnel
and members of their own ethnic groups. Obviously, the presence and use of
immigrant staff may also divert attention from the recognised clinical need for
professional interpreter services and dilute arguments for additional resources.

Recommendations

With the above points in mind, the following aspects are in need of attention or
consideration by the stakeholders concerned.

For health and immigration services

. Increased funding to allow for the greater time, professional interpreter
services and printed information/pamphlets that are needed by primary
health services in order to work more effectively with immigrant patients.
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. Alignment of the services available to immigrant patients with the rights set
out in the Code of Health and Disability Services Consumers” Rights.

. Further research to determine why immigrants appear to make more use of
emergency medical services (including the costs of other primary health
services in relation to incomes) in order to reduce the pressure on emergency
services.

For health professionals

° Increased attention to cross-cultural health care, communication and cultural
competence topics in all basic and continuing educational programmes (i.e.
beyond established provisions for Maori and Pacific peoples) for health
professionals to reflect the increasing diversity of New Zealand’s population.

For language and ethnic communities

. Further research on and monitoring of the difficulties that immigrant patients
experience in using health services, to enable problem areas to be identified
and addressed.
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Appendix 1

NURSING DIVISION [K37%3%7] THE UNIVERSITY OF AUCKLAND
Faculty of Medical & Health Sciences -

The University of Auckland

IMMIGRATION AND PRIMARY HEALTH SERVICES Private Bag 92019
INFORMATION SHEET Auckland
Thursday 27 June 2002

To: The Senior Clinician

My name is Nicola North. I am an Associate Professor in the Félculty of Medical & Health
Sciences at Auckland University, and I can be contacted on the address below:

Nicola North, Associate Professor

Ph: (09) 3737599 ext. 2931

E-mail: n.north@auckland.ac.nz

School of Medicine, The University of Auckland
Private Bag 92019, Auckland

I am approaching you to request your participation in a study about the implications of
immigration for New Zealand’s primary health services. This study concerns the capacity of
New Zealand’s primary health services to meet the needs of recent immigrants seeking health
care, and the burden, if any, on the health services imposed by a growing and increasingly
diverse population of recent immigrants. The extent to which immigrants themselves are
being recruited into primary health service workforces is also investigated.

Four types of primary health services are selected to participate. These are: General Practices,
Plunket Nurse services, private accident and emergency services and Emergency
Departments of public hospitals. Only those services operating in Auckland and Wellington
are included, for the reason that the bulk of recent immigrants settle in these two cities. Your
service was identified through telephone listings, this information and questionnaire is being
sent to all listed.

Any health professional working in the service who has a good knowledge of the service is

invited to respond on behalf of the service. For the purposes of this survey, the definition of

terms used are as follows:

¢ ‘Recent immigrants’ refers to persons born outside of New Zealand who have settled
here approximately within the last 10-20 years. The term includes voluntary immigrants,
skilled and unskilled, and refugees. The questions concern the service’s population of
immigrant patients, not specific patients.

e ‘Primary health services’ refers to first contact and primary level services, including
public hospital emergency departments.

I appreciate that you are all very busy people and prone to being “over-surveyed”. I have
therefore kept the questionnaire as brief and straightforward as possible. There are three areas
of interest about which you are being questioned:

e language and communication

e cultural differences affecting expectations and demands



e support and assistance (e.g. interpreter) available to you in dealing with specific
challenges and demands of immigrant patients.

It should take you no longer than 20 minutes to complete the 25 item questionnaire (mostly
options to tick). The opportunity is also offered to further discuss health issues affecting
immigrant patients both in Section E and/or through an unstructured, open-ended interview.
Please return the completed questionnaire to me in the self-addressed freepost envelope by
the 9™ August 2002. You may request a copy of a summary report of the study by indicating
your interest on the separate form and supplying your contact details. (This page will be
separated from the questionnaire on receipt of the return envelope before collation of
information.)

This research is one of a large number of studies carried out since 1998 as part of the “New
Settlers Programme”, a major research programme investigating a wide range of issues
concerned with the settlement of immigrants in New Zealand and the impact in New Zealand
society. The name of the programme leader is Associate Professor Andrew Trlin, he can be
contacted on the details below:

Andrew Trlin, Associate Professor
Ph: (06) 350 5700 ext. 2835

E-mail: A.D.Trlin @massey.ac.nz
School of Sociology, Social Policy and Social Work

Massey University, Private Bag 11-222, Palmerston North

The New Settlers Programme is funded by the Foundation for Research, Science and
Technology through grants from the Public Good Science Fund. Our findings are reported to
government and non-government organisations responsible for policy and other matters
related to immigrants and their settlement in New Zealand, and published in academic
publications.

After all questionnaires have been coded, the questionnaires (minus the last page with your
name and address) will be stored in locked filing cabinets in a locked room at Massey
University for a period of five years or until analysis of all research undertaken by the New
Settlers Programme (whichever comes later), as required by research protocol.

As a participant in research you have a number of rights:

e First, you have the right not to participate in this study at all.

e If you do agree to participate, you have the right to decline to answer a particular
question.

® You have the right to ask questions about the study at any time, and to contact myself or
Associate/Professor Trlin about any concerns that arise during the study.

e Your participation is based on the understanding that you will not be identifiable in the
report of the study.

It is assumed that filling in the questionnaire implies consent.

Yours sincerely,

Nicola North (Dr)



Appendix 2

THE NEW SETTLERS PROGRAMME

IMMIGRATION AND PRIMARY HEALTH
SERVICES

- QUESTIONNAIRE -

Please return in the self-addressed freepost envelope provided by
9" August 2002.

It is assumed that filling in the questionnaire implies consent.
You have the right to decline to answer any questions.




Please answer all questions whether or not you see immigrant

patients at your service.

SECTION A
General information about your service

Al. [i] Please indicate by ticking the appropriate box that best describes your service:

A3

[ii]

. il

[i]

Ad.

(a) General practice U,
(b) Plunket nurse ,
(c) Private accident and emergency L5

(d) Public hospital emergency department [,

Please write down (as respondent) your role/position in the service (e.g. nurse
manager, clinical director, etc.)

Please specify the suburb and city in which your service is located (e.g. Otara,
Auckland; Newtown, Wellington).

Do patients whom you believe have recently immigrated to New Zealand
(approximately within the last 10-20 years) use your service?

(a) Don’t know [,

(b) None U,
(c) A few [,
(d) Several L4
(e) Many Us

Please list what you believe are the most commonly represented countries (e.g.
Tonga) or regions (e.g. Pacific Islands) of origin, up to five, of your patients
whom you identify as immigrants, in order of demand on your service:

(@
(b)
(©
(d)
©)

(f) Doesn’t apply to this service: we see no immigrant patients [,

Indicate how often immigrant patients (that you have identified in A3[ii])
generally are seen at your service. Please tick one response closest to your
estimate:

(a) Once or more a week R
(b) At least once a month 1,
(c) Every few months U,
(d) Annually [,
(e) Rarely or never s

For
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AS.

A6.

AT.

AS.

A9.

On a scale of [1] to [6], indicate how true each of the following statements is for
your service, where:

[1] = definitely true, [2] = mostly true,

[3] = mostly false, [4] = definitely false,

[6] = doesn’t apply, we see no immigrant patients.

[i] Immigrant patients are no different from any other patient.

[ii] I find working with immigrant patients interesting.
[iii] Less time is needed with immigrant patients than with other patients
[iv] Ifind working with immigrant patients frustrating.

I N I I I

[v] Health services like this one are not adequately resourced to
meet the demands of immigrant patients.

Are any of your business partners/colleagues/staff themselves recent immigrants?
Yes [,
No [, (go to Question 10).

Please write down the positions/roles immigrant staff members/colleagues (fill as
many as applicable):

(a)
()
(©)
)

Please write down the countries of origin (as many as applicable) of immigrant
staff members/colleagues:

(a)
()
(©)
)

[i] Do immigrant staff members/colleagues assist in communicating with patients in
languages other than English?
Yes L,
No D 2
Don’tknow [1;

[ii] If “pes”, please write down the language[s], up to three, most often encountered
in which staff members/colleagues interpret:
(a)
(b)
(c)

[iii] If “pes”, do immigrant patients you see prefer to consult a clinician who is
him/herself from a similar background?
Yes ,
No Dz
Don’tknow [l

For
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SECTION B
Language and communication

B10. [i]

[ii]

B11.[i]

[ii]

[ii]

B12.

(i]
[ii]
[ii]
[iv]

vl

Do you provide written health information and pamphlets in languages other than
English?

Yes D 1

No D 2

If “yes”, please write down (as many as apply) the languages you use most:
(@)
(b)
©
()
(e)

Do you use interpreter services?

Yes L,
No D 2
The need has not arisen in our service L5

If “pes”, which of the following services do you use (tick all that apply):

(a) Telephone interpreter service U,

(b) Professional interpreter personally present U,

(c) Patient-arranged interpreter (e.g. relative or friend) L,

(d) Staff member (e.g. an orderly who speaks the language) Ly

(e) Other [please specify] s

If “yes”, do you pay for the service through your budget?

Yes [,

No D 2

On a scale of [1] to [5], indicate how true each of the following statements is for
your service, where: [1] = definitely true, [2] = mostly true,
[3] = mostly false, [4] = definitely false, and

[5] = does not apply, we see no immigrant patients.

At least once a month there are instances when I am unable to understand U
what the immigrant patient was saying to me.

At least once a month there are instances where I am uncertain that the 0

immigrant patient has understood what I said.

At least once a month there are instances when I believe the immigrant patient []
has not followed instructions because of communication problems.

At least once a month difficulties in communicating with patients who speak [
languages other than English/whose English is limited are stressful or frustrating.

At least once a month trying to communicate with patients who speak [
languages other than English/whose English is limited is time consuming.
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B13. How adequate do you believe is the preparation of the health professionals in your
service to work with patients who speak languages other than English/whose

English is limited (tick all that apply):
(a) The subject of cross-cultural communication was taught in

professional education.
(b) Our employer provides opportunities to develop/improve our skills.
(c) I believe this is an area where continuing education is needed.
(d) It is not of concern to our service.

(e) It does not appear to be a problem to health professionals in our service.

B14. Do you have anything to add to the issue of language and communication in

relation to immigrant patients? Please do so here:

0
02
s
my
Us

B15. Do you have examples, positive or negative, that illustrate the issue of language
and communication in relation to immigrant patients using primary health

services? Please share them with us:

For
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SECTION C

Cultural differences affecting expectations and demands

Cultural differences and patterns will vary according to the immigrants’ cultural origins. E.g.
immigrants from England may be indistinguishable from “Kiwis”, while immigrants from some
Asian countries may stand out as different. Please answer the following questions in relation to
immigrant patients whom you identified as the main users of your service (See A3[ii]).

C16. In your experience to what extent do the main population of immigrant patients For
you encounter in your practice use each of the following primary health services Offce
as intended by providers, where: [1] = no different from other patients; Only
[2] = over-use; [3] = under-use;

[4] = varies between patients; [5] = don’t know
[6] = does not apply ,we have no immigrant patients.
[i] general practitioner l] ]
[ii] private accident and emergency service U O
[iii] public hospital emergency service 0 ]
[iv] plunket nurse service U O
[v] nurse practitioner U (W
[vi] midwife O N
[vii] community pharmacy (over-the-counter medicines) O O
[viii] non-Western medicine (e.g. Chinese medicine) O O
[ix] complementary/alternative medicine (e.g. chiropractic) [] D7<
[x] dental services 0 L
[xi] other (please specify) 0 LI
C17. On a scale of [1] to [5], indicate how true each of the following statements is for
the main population of immigrants that you encounter in your service, where:
[1] = definitely true, [2] = mostly true, [3] = mostly false,
[4] = definitely false, [5] = don’t know and
[6] = does not apply, we have no immigrant patients:
[i] Immigrant patients express their concerns and symptoms differently from 0 1
other patients.
[ii] Immigrant patients are less likely to expect high-tech interventions U m
(e.g. surgery, imaging) than other patients.
[iii] Immigrant patients are less likely to expect a prescription than other patients. [ %
[iv] Immigrant patients are more likely than other patients to expect admission 0 O
to hospital.
[v] Immigrant patients are higher users of preventive care. 0 O
[vi] Immigrant patients express frustration at waiting lists. 0 ]
[vii] Immigrant patients are frustrated that they can’t go directly to a specialist. 0 O
[viii] Immigrant patients complain about the cost of primary health care. U [Jss
[ix] Immigrant patients are less likely than other patients to believe your 0 ]
reassurances when there is nothing wrong.
[x] Immigrant patients express their pain differently from other patients. O ]




C18. How adequate do you believe is the preparation of the health professionals in your
service to work with immigrant patients whose cultures differ from the New

Zealand culture[s] you are familiar with (tick all that apply):

(a) The subject of culture and cross-cultural health care was included in U,
professional education.

(b) Our employer provides opportunities to develop/improve our skills. 0,

(c) I believe this is an area where continuing education is needed. s

(d) It is not our concern. (g

(e) It does not appear to be a problem to health professionals in our service. [

C19. Do you have anything to add to the issue of culture and cross-cultural health care

in relation to immigrant patients? Please do so here:

C20. Do you have examples, positive or negative, that illustrate the issue of culture and
cross-cultural health care in relation to immigrant patients using primary health

services? Please share them with us:

For
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Use
Only




SECTION D

Support and assistance available

In 2001 the Government announced revised immigration policy to encourage increased
immigration of skilled immigrants. The majority are likely to settle in Auckland, followed by
other metropolitan centres. Questions in the last section give you the opportunity to say how
increased immigration might affect your service and resourcing and support you believe is

needed. For
Office
D21. To what extent do you believe increased immigration will put pressure on health (‘):1';
care services such as yours (tick one box): '
(a) No pressure at all L,
(b) Some pressure but we can manage U,

(c) Considerable pressure, but we will manage with support [
(d) Enormous pressure, we can’t cope [, n

D22.[i] What do you believe are the main sources of pressure in providing health services
to increasing numbers of immigrant patients (tick all that apply):

(a) language and communication L, L]
(b) cultural differences 0, os
(c) high demand for services U5 0
(d) different expectations of services L4 [
(e) access to alternative services Us Los
(f) understanding how to access NZ health services Us L1
(g) other (please specify) U LL]
[ii] If you have ticked more than one, please rank the three most important in order of

importance: []

0l

[ [T

D23.  Which of the following supports do you believe are required (tick all that apply): .

(a) professional interpreter services L, 0
(b) cultural database/expert advice L, O
(c) higher level of funding for immigrant patients U, O
(d) more health professionals from immigrants’ backgrounds [, ]
(e) continuing education to better understand different cultures [Js [Fte
(f) specialised immigrant health services Us L]
(g) other (please specify) L, [T




D24. Do you have anything to add to the issue of pressure experienced in relation to
primary health services for immigrant patients, and support you believe is
required? Please do so here:

D25. Do you have examples, positive or negative, that illustrate the issue of pressure
experienced in relation to primary health services for immigrant patients? Please
share them with us:




SECTION E

Optional Comments

This optional section provides you with the opportunity to discuss specific health
needs which commonly affect immigrant communities (please continue on back of
page if needed.

E1l.

E2.

E3.

E4.

ES.

Eé.

E7.

In your service do you make special provisions for immigrant patients (please
describe)?

Do you make provision for female and male immigrant patients to see doctors of
the same gender as themselves to discuss sensitive health topics (please explain)?

Do you promote screening services including cervical smears and breast screening
to your immigrant patients?

Do you have immigrant patients at your clinic who have been subject to cultural
practices or customs that are illegal within New Zealand (please detail)?

Do you have immigrant patients at your clinic who have requested medical or
surgical procedures that are not medically necessary (please detail)?

Have you encountered a higher than usual level of mental health problems affect
your immigrant patients, e.g. as a result of trauma or stress (please detail)?

Have you encountered unfamiliar health problems, or a particularly high prevalence
of health problems in immigrant patients e.g. HIV/AIDS, TB, communicable
diseases, blood disorders, nutritional inadequacies and parasitology (please detail)?




Thank you very much for completing this questionnaire.

If you would like to further discuss (in a personal face to face meeting or
telephone interview) the subject of immigration and primary health
services please write your name and contact details here:

Yes, I would like an interview: [ ]
Name:
Telephone:
e-mail:

If you would like to receive a summary of the results provide contact
details here:

Name:
Postal Address:

e-mail;

For any further inquiries I can be contacted at the address below:

Nicola North, Associate Professor

Ph: (09) 3737599 ext. 2931

E-mail: n.north@auckland.ac.nz

School of Medicine, The University of Auckland
Private Bag 92019, Auckland

This sheet will be detached from the questionnaire, the
anonymity of your response is ensured.

10
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